To determine the conditions under which ethnographic research is a useful tool for reflexive self-learning and enhanced performance in critical care units.
Introduction
The intensive care unit (ICU) is a stage on which great drama and tragedies are played out, in which each player has a role, and in which decisions and actions have (quite literally) life or death consequences. With their unique combination of miraculous interventions and routine work, ICUs have been a source of fascination to social scientists since the 1960s. Two groups of researchers have been noteworthy: outcomes researchers in search of better tools of assessment and ethnographers in search of better frames for making sense of this world. In this paper, we focus on recent research (2006-2010, as well as some earlier work) using ethnographic methods to make inferences about how work gets done in the ICU -and how ethnographic research might serve as a tool for its getting done better.
What is ethnography?
Ethnography is a qualitative research approach that involves direct observations of people, conducted with a view to providing a vivid resonant account of behaviour as it naturally occurs. The ethnographer Robert Zussman notes that the ICU is filled with patients and staff who find it terrifying, consumes an enormous share of healthcare, and treats patients who are often near death. Little wonder, then, that he describes it as 'a virtual laboratory for the exploration of the most central issues in contemporary medical ethics' [1]. At the same time, ICUs are a setting in which extraordinarily complex sociotechnical tasks comprise everyday work. The nature of this professional work (and its consequences for staff, patients and family, and the allocation of scarce healthcare resources) is of enormous interest to social scientists and importance to policy-makers.
In conducting their observations (usually supplemented with chats, interviews, documents, and other data sources), ethnographers seek first to provide an empirical description of what happens, including who does and says what, to whom, in what circumstances, and why; with what responses, to what ends, and with what consequences. These descriptions can be valuable in their own right, if only by making explicit what people take for granted in a situation, or know but are not able to articulate.
The second aim of ethnographers is to produce an analysis of what they see. Sometimes that analysis may be quite specific to an individual setting, but more often ethnographies seek to generate concepts that will travel from one setting to another. One method ethnographers use to do this is to turn a noun into a verb. For example, an ethnographer interested in infection control in ICUs might describe their work as an inquiry into how 'workers do hygiene'. Or a study of shift changes might be described as a study of how 'workers do handoffs'.
The ultimate goal of such work is to produce what sociologists call a 'mid-range theory' that is applicable beyond the specifics of the setting in which it was developed. The grounding assumption of such theoretically informed description and analysis is that there are certain problems that are common to all ICUs because of the population that they treat and the tasks that they need to perform. Hence, a discussion of how things are done 'there' provides workers an opportunity to reflect on how we do things 'here'.
An early example of mid-range theory for which some of the ethnographic fieldwork was based in ICUs relates 'awareness contexts' to patterns of communication during end-of-life care. Developed by the US sociologists Glaser and Strauss [2], 'awareness context' describes the combination of what each person in a situation knows about the identity of others, and what each person knows about her identity in the eyes of others. The original work on awareness contexts focused on how information about the imminent death of a patient is managed between staff, patient, and family. Glaser and Strauss were able to show the impact of different types of awareness context (they identified four) on the interplay between patients and personnel in guiding what people do and say according to who knows what with what certainty. At the time of their research in the 1960s, it was common for the terminal nature of a patient's illness to be concealed from the patient: this 'closed' awareness context, where the doctor knew that a case was terminal, yet did not let others in on the secret, was precarious and prone to being confounded by the patient or family who grew suspicious. Glaser and Strauss suggested that doctors were afraid of 'getting involved', and that institutions preferred unsuspecting patients because they were more likely to cooperate with institutional routines. Other ethnographers working around the same era found the same true of patients with mental illness [3], polio [4], and tuberculosis [5] who were cared for in the institutional settings of the time.
Although it is rare now for a terminal diagnosis to be shielded from a patient or family, the theory of awareness contexts remains a powerful reminder both of the role of professionals in controlling information and of the emotional impact of disclosing information not only on the patient and family, but also on staff. It continues to inform ethical debates about the extent to which patients regulate their own awareness of impending death, and professionals' roles in regulating the degree of awareness.
Death, dying and other ethical dilemmas
There is evidence in the recent literature of an ongoing interest in the very matters of death and dying that Glaser and Strauss studied nearly half a century ago [6, 7 ] . Recent ethnographic work suggests that ethical dilemmas associated with end-of-life care in ICU clearly persist, even if clinicians are now more open about patients' chances of surviving [8, 9] . An Australian study identified how decisions and actions made outside the ICU -such as proceeding with surgical procedures with very poor prognosis or admitting moribund patients who had sustained severe respiratory or cardiac arrest -led to a higher than expected rate of nonbooked admissions. Staff believed these to be the result of futile intervention by staff outside the ICU, that then resulted in ICU staff having to manage the patient and family through the dying process [10 ] . ICU staff believed that this practice was detrimental to families by offering false hope of recovery, and that they were left to 'clean up the unfinished work of medical staff'. Other studies have also documented the problems faced by staff confronted by patients whose potential for recovery is, at best, marginal [11] , or when patients' 'significant others' seek to influence ICU priorities and distribution of resources [12] .
These studies show how tensions exist between the critical care clinician's view of the ICU as a place for caring for patients who can be salvaged, and an external view of the ICU as a place appropriate to send desperately ill, dying patients. Patients admitted to ICU despite ICU staff's belief that they are not candidates for intensive care lead to role conflicts and other dilemmas for staff. The conflict is embedded in whom ICUs serve, the relative ease with which non-ICU clinicians can 'turf' their most critical patients to ICUs, the tensions ICU clinicians experience when delivering what they believe to be futile care, and the despair that family and clinicians share when having to abandon hope.
The lessons of this work go well beyond describing a particular problem in a particular unit. It shows that how people manage problems in workplaces is not simply a matter of applying technical and procedural skills; staff are also profoundly engaged in forms of emotional and moral work that makes heavy demands on them [13] [14] [15] . This finding surfaces repeatedly in studies of ICU that focus on patient and staff experience of particular issues in ICU, including weaning from prolonged mechanical ventilation [16, 17] and extubating patients after cardiac surgery [18] . Older work has also identified the efforts that staff go to in 'rehabilitating' parents whose behaviour on neonatal ICU was deemed inappropriate -such as the mother who wanted to remove a child's nasogastric feeding tube to get a photograph of him without 'junk' in his nose [19] .
Patient safety and quality of care
Recent qualitative work in ICUs increasingly displays a welcome focus on aspects of patient safety and quality of care including specific topics such as handovers and infections [20] [21] [22] as well as more general issues relating to how professionals learn and are socialized on critical care units [23 ] . Turning ethnographic discoveries into practical strategies for improving performance is a key feature of a small but important literature. Some of this work is explicitly applied and practical, engaging ethnography as a means of structuring solutions to problems such as patient progress notes [24] and workflow modelling [25] . But perhaps among the most exciting and interesting developments in recent years has been the development of methods of video ethnography, which seek to record professionals, using video technology, as they go about their everyday work [26] . Recordings are then reviewed by ethnographers and fed back in facilitated workshops to promote self-reflexive learning among practitioners. For example, pioneering work in Australia has shown how using a DVD of 'edited highlights' of handovers on ICUs revealed to clinicians aspects of their own work that they had not seen before, including patient safety risks that may not be visible to them when in the 'thick of things' in everyday practice [26, 27 ] .
The Australian studies involve in-depth, round-theclock observation, interviewing, and video filming of how clinicians conduct their practices, and then using selected footage to the clinicians for feedback. This feedback component iteratively engages clinicians in problem-solving. Ethnography can thus be used both as a 'model of' and a 'model for' change. This work suggests that getting clinicians to watch and reflect upon their work practices provides them with an eye to create 'targets for personal improvement', and may be both a powerful motivator of and tool for effecting change. For example, it revealed to senior clinicians not only the organizational complexities of ward handovers, but also the interpersonal skills required of junior doctors if they are to communicate convincingly with their colleagues. This work further confirms that the study of what counts as a 'moral performance' -what is needed to be deemed a good person around here is far from trivial or arcane endeavour; it is fundamental to an understanding of patient safety.
The small literature thus far suggests that ethnographic research, used in this way, is an exceptionally powerful tool if the goal is self-reflexive learning. Ethnography provides a mirror in a social world in which opportunities for self-reflection are limited. Invariably, the mirror distorts. The reflection in the mirror is no longer the learner's own; now it is a description of the learner's frameworks for making sense of the world filtered through the ethnographer's assessment of how the learner's frameworks are both lenses and blinkers for 'muddling through' in a complex sociotechnical work environment [28] . Such a mirror is, however, perhaps among the most challenging and stimulating means of learning. Researchers using video ethnography in the ICU, for example, report that 'the negotiation over what to film, what to screen back and how to interpret the footage harboured unanticipated risks, intensities and outcomes for both the researcher and the clinicians' [27 ] .
Conclusion
Although there is a long history of ethnographic research on ICU, the body of literature has remained disappointingly small thus far. Nonetheless, one of the most promising new developments in ethnography has been largely developed in ICU: this is the pursuit of the goal using ethnographic methods to promote the self-reflexive learning of workers and documentable improvements in the delivery of services. Ethnographic research is likely to be useful for self-reflexive learning if it meets the following criteria: the reflection challenges some basic assumptions of the learner; and if, despite this, learners see something of their 'themselfness' in the reflection.
There can be little doubt that ethnographic research that provides iterative feedback is a useful tool for promoting self-critical, self-reflexive learning. None of the benefits of ethnographic work should obscure the challenges. Ethnographic research is a labour-intensive activity to which only some personality types are suited. In bearing witness to some of the most profound dilemmas of the human condition, and the work of people caring for those in extremis, ethnographers have to avoid becoming (or being seen to be) voyeurs in search of cheap thrills. They also have to negotiate the narrow channel between being mistaken as the friends or buddies of those they observe on the one hand, and inspectors or auditors on the other.
Because resources are so scarce in healthcare systems, the central question is how to invest wisely in processes that involve iterative feedback as a lever for behavioural change and enhanced performance, and how to best communicate the lessons learned through these sustained engagements. There are practical, methodological, and ethical questions to be raised about using ethnography as a means of promoting self-reflexive learning in this context. For example, ethnographers are often keen to avoid discussing preliminary findings with the subjects of observation for fear of influencing the behaviours that they are struggling to describe and understand as they occur naturally. Engaging in feedback exercises to promote learning may be a burden for clinicians already stressed by the difficulties intrinsic to the practice of critical care, and can raise discomforts about individuals' or teams' performance. How ethnographic research is conducted or how the feedback process should best be structured remains a multidimensional analytic puzzle to which future research should be directed.
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This suggests that for self-reflexive learning that leads to enhanced performance to occur, more is needed than excellent ethnographic research: a dialogue needs to occur among workers about how to use the ethnographer's outsider perspective to leverage change. Success in creating a self-conscious culture committed to continuous quality improvement on the basis of ethnographic research may be elusive, expensive, incremental, labour intensive and impossible to measure accurately [13] , but we suggest that none of these is a reason not to try.
